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NEW YORK NEUROLOGICAL SOCIETY. 

Stated Meeting, February xst, 1898. B. Sachs, M.D., 
President. 

Ur. Mary Putnam-Jacobi presented a boy of three 
years, who had begun to talk well when two years old. 
About September 2d, 1897, the mother noticed the left 
arm begin to tremble. A week later the child fell down 
in the street, and a wagon ran near, but not over him. 
A policeman insisted that the child had been injured and 
he was taken to a hospital, where the doctors stated that 
he had a hemichorea clue to fright. As the trembling of 
the arm had preceded the fall, it was hardly possible to 
attribute it to his fright. A little later, the child had had 
quite a severe attack of measles, with pneumonia, and 
during that time the tremor ceased. It was noted shortly 
afterward that the leg also trembled. Iron and arsenic 
were given freely, but with no benefit. On November 
25th, there was then weakness in both the leg and arm, 
and these steadily increased. On January 3d, 1898, she 
had first seen the child. There was then a condition pres¬ 
ent which the mother had not noticed—i. e., a deviation 
of the right eye outward and a marked dilatation of the 
pupil and very slight reaction to light. Vision was good. 
At present there is a noticeable drooping of the left angle 
of the mouth. Another new symptom is an inclination of 
the head to the left side, with slight resistance on attempt¬ 
ing to straighten it. The disposition of the child is good. 
His speech is indistinct, but this may be because he is so 
young. The spontaneous tremor in- the leg has disap¬ 
peared, but an attempt to walk sets up inco-ordinate 
movements in the leg. Sensation and electrical reactions 
are normal. The knee-jerk on the affected side is decidedly 
increased. The diagnosis seems to rest between hemi¬ 
chorea. with consecutive paralysis, post-hemiplegic chorea 
and multiple sclerosis. Two or three physicians had made 
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a diagnosis of tumor, but this seemed to be excluded by 
the absence of vomiting, convulsions, headache or alter¬ 
ation of character. The existence of ocular symptoms on 
the opposite side would seem to negative the diagnosis 
of chorea. A lesion in the inner part of the right thalamus, 
or under the aqueduct of Sylvius, would explain the symp¬ 
toms. The extreme youth of the child would not exclude 
such a diagnosis, for several such cases were on record. 

DISCUSSION. 

Dr. L. Stieglitz said that two years ago he had exhibited 
to this society the brain of a child of two and a half years, 
with a tubercle in the right crus. In this case a very similar 
symptom complex had been observed, i. c., left hemplegia 
with a characteristic crossed third nerve paralysis. There was 
a very similar tremor for months, present both at rest and on 
movement, until total paralysis occurred. Gowers states, in 
his book, that solitary tubercle produces not rarely an in¬ 
tentional tremor. He had found recorded as many as 35 cases 
of disseminated sclerosis in young children. One should be 
careful not to base the diagnosis upon the presence of inten¬ 
tion tremor alone. It would be interesting to know if there 
had been choked disk in the case just presented. He would 
venture to predict that the case would progress to a fatal ter¬ 
mination, and that tubercle would be found. In his own 
case, the choked disk had developed only very shortly before 
death. 

Dr. C. A. Ilerter said that lie had seen the patient about a 
month ago. He had leaned toward the diagnosis just made by 
the last speaker. Two years ago he had had a case of crossed 
paralysis of the same general character. In view of the fact 
that tubercle of the brain is a much more common condition 
than multiple sclerosis in children, such a diagnosis was the 
more probable one. He was under the impression that the 
child’s eyes had been examined with negative result. 

Dr. Sachs said that he had seen this child about three 
months ago, when the condition had been quite different. On 
examination, he had found slight rigidity in the left ex¬ 
tremities and increased reflexes in the upper extremity and in 
both lower extremities. The statement was made at the time 
that the examination of the fundus of the eve was entirely 
negative. At the time lie had made a tentative diagnosis of 
post-hemiplegic tremor or a post-hemiplegic ataxic tremor. 
He thought now that it was exceedingly probable that there 
was a neoplasm in the brain. In a case published by him 
some time ago there had been very marked ataxic movements. 
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and the autopsy had shown a lesion in the crus, in all the 
cases of this kind that he had seen the ataxic tremor had been 
observed only on attempting to move the arm, whereas in this 
case the tremor is continuous. 

Dr. Putnam-Jacobi said that the occurrence of measles 
and pneumonia after the beginning of the nervous symptoms, 
without the development of pulmonary tuberculosis, seemed 
to argue against the diagnosis of tubercle. If a tumor were 
present, as had been suggested, there should have been a total 
paralysis of the third nerve, whereas there was only an as¬ 
sociated paralysis. Another point was, that there was no 
hemiplegia until some time after the development of the 
tremor. 


LOCALIZED SYRINGOMYELIA. 

Dr. L. Stieglitz presented a woman, thirty-eight years 
of age, who two years ago began to complain of pains in 
the left shoulder, arm and forearm. Shortly after this, she 
noticed some weakness in her left hand, and subsequently 
wasting of the muscles of the hand. The fingers then be¬ 
came contracted as at present. Examination in August, 
1897, showed complete atrophy of the thenar, hypothenar, 
interossei and other intrinsic muscles of the left hand, and 
contractures of the long flexors of the fingers, especially 
of the three ulnar fingers. Along a narrow strip of the 
inner surface of the left arm sensation was disturbed. The 
left eye is markedly sunken, the left pupil is small and re¬ 
mains so in a dark room. It does not dilate under cocaine, 
but is dilated by atropin without difficulty. He considered 
this a case of very marked localized spinal lesion in the 
anterior part of the left side of the spinal cord. He thought 
an inflammatory condition, such as myelitis, could be 
excluded. There was also no history or evidence of syph¬ 
ilis, and she showed no change under specific treatment. 
This clinical picture might be produced by a neoplasm 
at the level of the anterior horn, or by gliosis. She had 
been under observation for six months, and had developed 
practically no new symptoms. He was inclined to regard 
the condition as one of syringomyelia, localized for the 
present at the level of the first dorsal root. 

In connection with this case he exhibited a classical 
example of syringomyelia, in which there was the same 
condition of the eye. This patient, twenty-one years of 
age, is a porter by occupation. Two or three vears ago 
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he had first noticed a stiffness of the left hand, and this 
had become steadily worse, and the hand always felt cold. 
Examination showed the left shoulder to be considerably 
higher than the right, and a marked scoliosis to the left 
in the middle and upper dorsal region; almost complete 
atrophy of the small muscles of the left hand, and marked 
atrophy of the muscles of the left forearm, arm and shoul¬ 
der. When the skin of the left hand is injured, the wound 
heals very slowly. There is an analgesia of the entire left 
arm, and of a large part of the left chest and scapular 
region. The temperature sense is less affected than on the 
right side. The left palpebral fissure, the left eyeball, and 
the left pupil are smaller than on the opposite side. The 
left pupil does not dilate under cocain, but does so readily 
under homatropin. The speaker said that this condition 
of the eye was not uncommon, but was sometimes over¬ 
looked when both eyes are affected. A very excellent 
point in the differential diagnosis was the test with cocain. 

DISCUSSION. 

Dr. C. L. Dana said that some years ago he had had a 
patient with a very typical kind of progressive muscular 
atrophy. It ran the usual course, and terminated fatally. In 
the early stage there were precisely the same conditions of the 
eye, so that he had always considered this part of the usual 
symptomatology of the disease. For that reason, it seemed 
to him that the diagnosis of progressive muscular atrophy was 
admissible in the case just presented. The eye symptoms 
could hardly be of any particular value, except in localizing. 

Dr. Stieglitz said that he could not positively exclude pro¬ 
gressive muscular atrophy. Before the clinical picture of 
syringomyelia had been well known quite a number of cases 
were diagnosed as progressive muscular atrophy; moreover, 
syringomyelia often begins without sensory symptoms, be¬ 
cause the gliosis commences in the anterior part of the cord. 


UNILATERAL REFLEX IRIDO-PLEGIA. 

Dr. W. M. Leszynsky said that the term “unilateral 
irido-plegia” was applied to an ocular condition in which 
one pupil does not react directly to light, while its reaction 
in convergence is preserved. The other pupil reacts norm¬ 
ally. The pupil may be either dilated or contracted, or 
both pupils may be dilated. It is usually unaccompanied 
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by any interference with vision, or changes in the fundus. 
It might also be called a unilateral Argyll-Robertson pupn. 
Absolute iridoplegia of recent origin nad been known in 
a few instances to disappear under the administration of 
mercury and iodide of potassium. It had been erroneoulsy 
inferred that this unilateral form of iridoplegia is associ¬ 
ated with tabes. The patient presented, a woman of thirty- 
eight years, was first seen by him in December, 1896. Her 
second husband had had syphilis, some years before mar¬ 
riage, and had since then given abundant evidence of the 
disease. She had never been pregnant after this marriage. 
The patient herself had been somewhat intemperate. Her 
left pupil is larger than the right, and she says that this 
has been so for at least three years. All of the external 
eye muscles act normally. There is none of the usual evi¬ 
dence of syphilitc infection, but the other signs and symp¬ 
toms seem to warrant the diagnosis of cerebrospinal syph¬ 
ilis. She was improved somewhat by anti-syphilitic treat¬ 
ment. At the second examination it was found that both 
patellar reflexes were lost. In January, 1896, the pupils 
were found to be the same. This case could be considered 
as a typical one of tabes, or one of cerebrospinal syphilis. 

He had found that only seventeen other cases had been 
reported up to date. From a study of these it would be 
seen that in nine there was a definite history of previous 
syphilitic infection, and in four the nervous manifestations 
justified the suspicion of antecedent syphilis. In thirteen 
cases the left pupil was affected; in eleven the iridoplegic 
pupil was dilated. The condition of vision or refraction 
seemed to have no bearing on the condition of the pupil. 
Apparently, unilateral iridoplegia is a very rare condition, 
though more systematic examination would probablv 
show that it is more frequent than is now supposed. In 
three unrecorded cases of tabes he had seen unilateral 
iridoplegia at the first examination, but this had disap¬ 
peared in a few weeks. Fie was inclined to think that in 
his patient when the pupil became affected there was a 
sudden ophthalmoplegia interna, and that the fibres had 
only partially recovered, thus leaving the pupil in its recent 
permanent condition. 

The reader believed that the ciliary and sphincter 
nuclei are separate, and have independent muscular fibres. 
His conclusions were: (1) That unilateral reflex iridoplegia 
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is a condition which may arise in tabes or paretic dementia, 
being confined to one side for an indefinite time before 
the other pupil becomes affected; (2) that it often occurs 
in cerebrospinal syphilis, and as a remote result of disease 
or injury of the third nerve; (3) that it is always indicative 
of degeneration of the oculo-motor nerve; and (4) that 
the lesion is situated in the centrifugal portion of the reflex 
mechanism, as shown by its occurrence with, or as a con¬ 
sequence of, oculo-motor paralysis. 

Dr. Carl Roller said that unilateral loss of light reflex is 
not such a rare condition as might perhaps appear from neu¬ 
rological literature, ('if course, the loss of reflex to light is 
brought to our attention in two ways—one during neurologi¬ 
cal examination, and the other when the patient comes to the 
ophthalmologist complaining of symptoms. The latter are 
more frequent. He called to mind three cases, observed in 
private practice. Two of them had been followed for eight 
years. These patients had come with the pupil dilated and 
complaining of loss of accommodation. In the beginning, 
with the loss of reflex there had been also a loss of the power 
of accommodation. This had returned in part after a time. 
In two cases the loss of reflex appeared in the other eye, and 
also without loss of accommodation. From his own experi¬ 
ence he would be inclined to believe that it was a nuclear af¬ 
fection, (1) because the accommodation is but slightly inter¬ 
fered with, and (2) because in most of the cases the nucleus 
on the other side becomes subsequently affected. In the ma¬ 
jority of cases he believed syphilis to be the cause. 

Dr. Herter thought the conclusions reached by the reader 
of the paper were justified by the facts. In one or two in¬ 
stances he had noted this one-sided irido-plegia, and had been 
puzzled by it. He had looked upon the iesion as one of 
syphilitic origin. 

Dr. Sachs thought a difference in the action of the pupils 
not uncommon, and that for this reason it had not been oftener 
recorded. It seemed to him that unilateral reflex irido- 
plegia was invariably specific, and, indeed, a very important 
diagnostic symptom. Tts presence had caused him often to 
suspect specific disease. Unilateral immobility, and especially 
double complete immobility, are characteristic signs of syphilis. 
Tie did not see how it could be anything-else than nuclear in 
its nature. 

Dr. Lcszynskv. in closing, said that the experience of Dr. 
Sachs was opposed to that of a number of observers, who had 
studied a large number of cases of pupillary phenomena with¬ 
out finding more than a few cases. 



